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Public stigma against mental health problems is damaging to people with mental illness and is associated with significant societal burden. It is a global phenomenon which is prevalent over time and place. A recent systematic review and meta-analysis of public attitudes have shown that despite improvements in mental health literacy, public attitudes and desire for social distance have remained stable over time. [2] Moreover, literature suggests that there is an association between public attitudes toward mental health and the individual stigma felt. [3] In spite of growing concern regarding mental health in India, this kind of study to assess the mental health status has been very few in India, more so in West Bengal. With this background, the study is being carried out with the objectives to validate the Community Attitude to Mental Illness (CAMI), to assess the different sociodemographic factors among the study population, and to assess the knowledge, attitude, and practice (KAP) regarding mental illness among the study population.
mateRials and methods
It was an observational, descriptive study with cross-sectional design done at Amdanga Community Development Block, North 24 Parganas, West Bengal, India. It is the rural field practice area of the Department of Community Medicine, R. G. Kar Medical College and Hospital, Kolkata, West Bengal, India. Data were collected from December 1, 2015, to January 31, 2016.
Adult population (>18 years) of 81 villages of the Amdanga Community Development Block were the study population. The schedule that was applied stays valid for the adult populations only. As per record available from the Block Development Office at Amdanga, there were total 41,184 adult populations at that block in July 1, 2015. Individuals who were not able to comprehend the study schedule due to illness were excluded from the study. Those who expressed unwillingness to become a study participant were also excluded from the study. Pilot testing was done on one question only in October 2015, with 28 people, as there were no background data on prevalence, also questionnaires needed much important feedback for validity. "Consulting a general practitioner (GP) about a mental health problem" came out to be 22.8%, which was considered to be a major behavioral outcome of the study. With an allowable absolute error of 1% design effect of 1.4, the sample size came out to be 653. A 10% dropout rate raised the required sample size to 718. It was decided by the study team that all the villages should be included for better representation. Hence, a probability proportional to size strategy was adopted from villages. However, the numbers came as fractions. Thus, around nine persons were targeted to be obtained from each of the 81 villages in random order. The individual was selected by going to the center of a village and finding out the direction to start survey by lottery method. Going door to door in the direction ascertained by the lottery, nine adults for a village were interviewed consecutively. Seven hundred and thirty adults responded completely altogether.
A predesigned and pretested schedule was used for this study. The schedule had two sections. The first section comprised questions related to KAP about mental illness and the second part comprised sociodemographic information. The first part, Attitudes to Mental Illness Questionnaire was developed by the Department of Health, the United Kingdom, for this series of surveys, based on previous research in Toronto, Canada, and the West Midlands, UK. It included 26 items based on the 40-item CAMI scale and the opinions about Mental Illness Scale and an added item on employment-related attitudes. The questions covered a wide range of issues, from attitudes toward people with mental illness to opinions on services provided for people with mental health problems. The questionnaire was translated into Bengali and again retranslated and checked for consistency. A group of experts of Community Medicine and Psychiatrists from Medical College, Kolkata, gave their inputs on these questions and ascertaining face validity. The conceptual, cultural, and semantic equivalence were well judged as these questions may mean differently in different contexts. Kaiser-Meyer-Olkin (KMO) and Bartlett's test, Scree plot, factor loadings, correlation matrix, and structural equation modeling were done to ascertain discriminant validity on the attitude part only. Cronbach's alpha was done to ascertain convergent validity. Content validity (concurrent and predictive) could not be done due to paucity of the previous gold standard instruments in the area. Taking all these into account, some questions were dropped and some modified. There were five interviewers chosen to work in two different teams. They were trained to ensure reliability. A work plan was developed to cover the block in around 2 months. Supervisors from the Department of Community Medicine visited the sites regularly to check progress and assure quality.
Data were assembled in Microsoft Excel 2010 software. Results were described in terms of absolute numbers and percentage.
Results
Scree plot corresponded with the idea that there are probably four domains in the attitude questionnaire. Domain-wise Cronbach's alpha revealed that fear and exclusion of persons living with mental illness has a value of 0.721, integration with health services (0.426), tolerance toward patients having mental illness (0.531), and causes of mental illness (0.61). Furthermore, knowledge and practice part had a value of 0.73 KMO and Bartlett's test. Figure 1 shows the structural equation model of the variables. This showed that the domains have poor correlation and the goodness of fit index as 0.935 (acceptable). In Table 1 , it can be seen that out of the total 730 study population, 345 (47.3%) were male and 385 (52.7%) were female. Highest number of respondents belonged to age group of 20-40 years were 389 (53.29%). Most of them had primary education 283 (38.8%) and majority of them were unskilled workers 340 (46.6%). Table 2 shows the distribution of the study population according to the knowledge regarding mental illness. A substantial population (73.3%) still feels that the mental health patients should be kept in mental hospitals. 78.1% feels that they are prone to violence. However, 71% believes that it can be cured through medication. Table 3 shows distribution of the study population according to attitude regarding mental illness. Regarding fear about mental illness, 52.5% of population still believes that a woman would be foolish to marry a man who has suffered from mental illness even though he seems fully recovered. However, tolerability seems to be better with 90% supporting that mentally ill patients need to be responsibly looked on, and need to adopt a far more tolerant attitude toward people with mental illness in our society. Integration showed a good response with 77.4% saying that residents have nothing to fear from people coming into their neighborhood to obtain mental health services. However, 62.1% still believe that mental illness is caused due to the lack of willpower. About the reported and intended behavior of persons toward mental illness [Table 4 ], 94.9% says that they are willing to live with a people with mental illness. 14.9% has actually done so. Health-care seeking behavior shows that 19.2% will go to a GP in case of any mental illness [ Table 5 ].
discussion
The KAP regarding metal health illness among adult population in rural area in the Amdanga Block, West Bengal, were studied by us. In our study, we did not focus any particular type of mental illness rather we considered every kind of mental illnesses in general. A large-scale, community-based study had been done regarding mental health so that any appropriate policy can be prepared for promotion attitude, knowledge, and practice of community toward the mental illnesses.
In our study, it was found that there was a positive participation of community regarding socially acceptance of mentally ill patients, about treatment outcome and also modest attitude toward mentally ill patients. Most of the participants agreed that mental illnesses were similar like other diseases and it can be treated by proper medicine and normal day-to-day involvement. They also considered the need of mental health care to be a community-based service. There were different studies in different countries such as South Africa and also in India showing similar type of result. [4] A study in India showing that almost 40.2% of participants in rural area, 33.3% of participant in urban area believed that mental illnesses were and worthless. [6] [7] [8] Another study in India reflecting that 36.9% of rural participate and 43.2% of urban participate unwilling to marriage with a person recovered from mental illness. [5] Many study showing that mentally ill patients were ignored and neglected and considered as social burden. [9] However, in our study, it is showing that social stigma among community toward mentally ill patients is gradually decreasing. Almost 90% of participants considered that mentally ill patients should be accepted cordially in society. Our study findings tally with some study in India showing the decreasing trends of community stigma toward mentally ill patients. [10] However, still some stigma were present in our study participants also. Almost 10% of participants still believe that mentally ill patients are burden of society, and almost half of the participants (50.96) do not want to give any responsible work to mentally ill patients. Almost 73.15% of participants feel uncomfortable about discussing their mental health problems if ever occur. However, by comparing with various previous studies which showing many stigmatic attitude of community toward mentally ill patients, [11, 12] we can say that our study definitely showing some improving conditions regarding the acceptance of mentally in patients in society.
conclusion
We had a large sample size and covered a block extensively; thus, the representation of this block has been done extensively. However, a multi-centric study can give a better external validity. The schedule used was validated previously, we checked for judgmental validity of the Bengali version, but not the validity metrices. Furthermore, a detailed look at the covariates could have been done, but this kind of KAP studies, often these factors are of less importance.
This study will provide valuable insights into the cognitive and affective aspect of mental illness among these population One of the main causes of mental illness is a lack of self-discipline and willpower
(62.1)
There is something about people with mental illness that makes it easy to tell them from normal people 327 (44. 8) untreatable. [5] However, in our study, it is showing that the condition is different. Almost 70.96% people were accepting the fact that mental diseases can be curable. Different studies in India were showing that there was stigmatic attitude of community toward mentally ill patients. The people of community think that mentally ill patients were dangerous, harmful, unpredictable, and thus help in implementing better policies in this regard, as this is fast becoming the talk of the day.
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